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dressed pediatric emergency care; similarly, training in trauma surgery has lacked an adequate pediatric component.
Various studies have documented some of these deficiencies. Seidel (1986a) found that in programs of 50 to 100 hours EMTs received an average of 8 hours of classroom training in pediatrics; in programs of 400 to 2,000 hours, paramedics received an average of 15 hours of training in pediatrics. A survey of residency programs in emergency medicine found that about 15 percent of training time was devoted to pediatrics, although about 25 percent of the patients seen by the trainees were children (Ludwig et al., 1982). A recent survey of EDs in Florida found that only 4 percent of the emergency nurses employed by these EDs had received hospital-based training in pediatric care and only 5 percent had taken the Pediatric Advanced Life Support (PALS) course (Taylor and Soud, 1991). (PALS is described later in the chapter.)
Since the early 1980s, however, the need for better cross-training has become more widely recognized and has led to a variety of developments. For example, joint residency programs for board certification in both pediatrics and emergency medicine have been developed. Fellowship programs have become available in pediatric emergency medicine, as has subspecialty certification. Further, some programs are now beginning the more difficult step of altering the basic qualifying curricula to incorporate needed pediatric or emergency medicine components.
In addition, specialized continuing education courses have begun to reach the many providers already in practice. Among the better known are the following: the AHA's PALS course; the joint AAP-ACEP Advanced Pediatric Life Support (APLS); the Pediatric Emergency Medical Services Training Program (PEMSTP) and the Pediatric Emergency Nursing Education Program, both developed by Children's National Medical Center; a Pediatric Emergency Nursing Course developed by the Emergency Nurses Association (ENA); and various training programs developed by individual EMS-C grantees.
Consistent with its belief that EMS-C should become an integral part of both the general EMS system and the broader aspects of child health care, the committee endorses the extension of these and other efforts to incorporate essential elements of pediatric emergency care into the initial and continuing training of all health care providers who care for children. Some material should be included in training programs for all providers, as discussed just below; other training needs are specific to particular kinds of providers, and these are presented later in this section. A selected set of specialized continuing education courses is described later in the chapter. The committee believes that further development of resources for education and training in various aspects of pediatric emergency care should make it possible to establish expectations for specific competencies at specific levels of training.ity concerns (Shaperman and Backer,t violence and various unintentional injuries.rough Hill-Burton and the disease-category approaches of RMPs.e affiliated with nearbydetermined through questions based on instruments developed by the RAND Corporation's Health Insurance Experiment (citing Eisen et al., 1980).
